Gynamcological and Obstetrical Impressions of a Visit to the United States [ Abridged] By FRANK MUSGROVE, M.D., F.R.C.O.G.
London IT would be impossible to describe adequately the warmth of the welcome and the inexhaustible hospitality that our American colleagues shower so lavishly on any British doctor who cares to visit them. And, what a great experience it was to see their wonderfully equipped departments and to discuss with them views-both old and new-on matters of obstetrical and gynxcological importance.
Obstetrical Impressions
First, the more frequent resort to surgical induction of labour. Indications for induction are many, and may be considered under two main headings: (1) Induction of convenience, often called elective induction of labour: By this is meant that, towards the end of pregnancy the patient is actually given a date on which to enter hospital for her membranes to be ruptured. Such a date is usually convenient both to the patient and to the obstetrician. (2) Induction of necessity: Indications in this group are the usual ones, such as pre-eclampsia, post-maturity, diabetes, &c.
The induction itself consists in a low surgical rupture of the membranes and immediately an oxytocin drip is set up and given continuously throughout the whole of the first, second and third stages of labour. Even after the placenta has been delivered, if any infusion still remains, it is run in as fast as possible until it is finished. Indeed, the American obstetrician does not share the British fear of oxytocics which are given as freely to multigravide as to primigravidw.
Rupture of the hind-waters and pure medical inductions, as we know them, are rarely, if ever performed.
Post-maturity, a well-recognized and feared condition, is divided into two groups: (1) Absolute post-maturity, which is considered to have occurred if, after reaffirming the expected date of delivery by a careful re-checking of the patient's menstrual history, some or all of the following signs are present: (a) Diminution in the amount of liquor amnii. (b) Engagement of the foetal DECEMBER head. (c) X-ray evidence of maturity. (d) Cervical maturity, the "ripe" cervix. (2) Post-dated maturity when, in the absence of the above signs, the patient is not considered to be post-mature but merely to have exceeded her expected date of delivery.
Pain-relieving drugs in labour.-At present pethidine is much less commonly used than it is here, and barbiturates by mouth, especially Nembutal, were the drugs of choice. But in all primigravidce and in most multigravidte some form of extradural or fractional caudal analgesia is set up when the cervix becomes 2 to 3 fingers dilated. As a result, the rate of forceps deliveries is considerable, but whether or not forceps are used an extensive prophylactic episiotomy is carried out in all cases.
Progress in labour.-When a vaginal examina-tion is carried out to assess the degree of descent of the feetal head, the level at the ischial spines is the index, and if the head is at this level it is said to be at zero station. If the head is above; or below this level then the distance is measured in centimetres and the head is said to be at zero station minus 1, 2, 3 or 4 cm if above the spines; alternatively, zero station plus 1, 2, 3 or 4 cm if below. Thus zero station -4 cm indicates a free head; zero station +4 cm a "crowned head". Cwesarean section.-American obstetricians tend to turn to Caesarean section more readily than we do, and the old adage "Once a Caesarean section always a Caesarean section" is still strongly held.
Afibrinogenwmia and hypofibrinogenwemia.-Increasing attention is being paid to the fibrinogen content of the maternal blood, more especially in the following conditions: (I) Missed abortion.
(2) Hydatidiform mole. (3) Intra-uterine death, the so-called dead foetus syndrome. (4) Severe accidental hemorrhage.
If blood-clotting times are found to be increased, fresh blood transfusions, intravenous fibrin and intramuscular vitamin K are immediately given, and spontaneous onset of abortion or-labour:4 aged rather than induction in these cases.
Modern diagnosis and treatment of preeclampsia.-As a guide to the clinical cause of pre-eclampsia, particular attention is paid to (a) The fundi, for early signs of vasospasm. (b) A relative rise, first in the diastolic, and later in the systolic blood pressure, or over 20 mm Hg. (c) The pulse pressure, for should this be much greater or much less than one-third of the systolic pressure this finding should serve as a serious warning signal.
Treatment, as in this country, is directed to adequate antenatal care; a low sodium, high protein, high vitamin diet; mild sedation, and to the use of hypotensive agents, particularly the rauwolfia groups of drugs, usually in combination with diuretic drugs of the benzothiadiazine series.
Whereas in this country emphasis is laid on the importance of heavy sedation in the treatment of eclampsia, in America the aim is to reduce the hypertension as quickly as possible and to empty the uterus at the earliest opportunity. Morphia is rarely used since it is considered that the complications resulting from respiratory depression are more likely to prove fatal than the fits themselves. Barbiturates are again the drugs of choice to produce moderate sedation and the patient's stomach is kept empty by continuous gastric suction. One startling piece of research was under way when I visited the George Washington Hospital in Washington and that was the treatment of eclampsia by the hypothermic-hypotensive technique. Briefly, this was as follows:
Each eclamptic patient, on admission, was placed on a water-mattress through which icecold water was circulated. A thermocouple was inserted in the rectum for continuous temperature recording, and the urinary output was measured from an indwelling catheter. Whilst the cooling process was in progress an intravenous drip of 5 % glucose was set up, to which were connected two infusions-one containing a powerful hypotensive drug trimetaphan and the other of Neosynephrine.
The hypotensive drip was administered to cause a steady fall in blood pressure, and then to maintain a systolic pressure between 90 and 100 mm Hg. In the event of a sudden drop in blood pressure this drip was stopped and the Neosynephrine solution substituted.
When the rectal temperature reached 340 C (average time taken two hours) the patient was moved to the operating theatre for vaginal delivery or Caesarean section.
After delivery, rewarming of both the mother and baby was allowed to proceed spontaneously, without the--application of -any external heat. The "refrigerated" babies, born with respirations of only 3-4 per minute, were of good colour and the fbetal heart-rates were within normal limits. The hypotensive therapy was continued but gradually diminished until the blood pressure stabilized to within normal limits.
10 patients had so far been treated by this method. 2 had had vaginal deliveries and 8 underwent Cesarean section. All 10 mothers survived and so did their babies.
Gynwcological Impressions
At all the bigger gynecological centres it would seem that the present-day trend in gynecological surgery is to remove the pelvic viscera, whenever possible, per vaginam.
Certainly, vaginal hysterectomy is by far the commonest operation seen, and its use is by no means limited to the treatment of prolapse with or without functional uterine hemorrhage. Indeed, even when the uterus is considerably enlarged with fibroids, and often in the absence of prolapse a vaginal hysterectomy together with morcellement of the fibroids, is the operation of choice.
Even ectopic pregnancies and certainly most operations for sterilization are commonly tackled through a wide posterior colpotomy, and where necessary the uterus is retracted backwards and downwards to be partially withdrawn through this incision.
In defence ef this trend towards vaginal surgery may be offered the following points: (a) This approach causes considerably less postoperative discomfort and is more conducive to early ambulation. (b) The patient's stay in hospital is considerably reduced. (c) Most women would prefer to have an unseen dimple in the vagina than a large and often unsightly abdominal scar.
Chronic pelvic infection and diffuse endometriosis-two conditions which appear to be extremely common in the United States-seem to be the only contraindication to vaginal surgery, and their presence is usually excluded beforehand by culdoscopy, a very common preoperative procedure in America but one which has found little favour in this country.
Possibly as a result of so much vaginal surgery, the demand for blood transfusions is considerable. Indeed, each patient undergoing a gynecological operation, other than a straightforward dilatation and curettage, has an intravenous glucosesaline drip set up preoperatively so that the changeover to a blood transfusion can be quickly effected if necessary.
American surgeons are placing increasing reliance on scientific methods for deciding Section of Obstetrics and Gyneacology whether or not a transfusion is indicated. One procedure now in common use is called tagged red-cell assessment, whereby a known amount of radioactive chromium isotope is injected intravenously before the operation is commenced. This isotope becomes attached or "tagged" to the red cells and some minutes later a sample of blood is withdrawn. After operation a further sample is taken and the concentration of isotope in the respective samples is measured by the radiation recorded on a Geiger-Muller tube. Then, by using a somewhat complicated formula, the total blood volumes are assessed. The difference in pre-and post-operative assessments is then the guide as to whether or not replacement therapy is indicated.
Recovery rooms.-On each theatre floor there is a large recovery room. This so-called "room" is, in fact, a fully equipped resuscitation ward of some 6-12 beds to which all patients are transferred immediately after operation, and where they remain until they are fully conscious.
Each recovery bed, . which can be raised, lowered, tilted in any direction or angle, &c., is separately equipped with: (1) An oxygen tent.
(2) Piped oxygen and carbon dioxide. (3) A continuous suction apparatus. (4) A sphygmomanometer. (5) An electrocardiographic machine, and (6) A resuscitation trolley containing all the necessary stimulants together with a complete set of instruments needed should cardiac massage be called for.
Each recovery room is manned round the clock by shifts of specially trained nurses.
Prevention and treatment of paralytic ileus.-Recently a drug called d-pantothenyl-alcohol, known in England under its proprietary name of Bepanthen, has been revived and used with considerable success in the prevention and treatment of post-operative paralytic ileus. Bepanthen, a factor of the vitamin-B complex, plays an essential part at the autonomic ganglion and postganglionic parasympathetic nerve endings to ensure normal intestinal motility. In most abdominal operations and even in labour, particularly a long labour, the metabolism of pantothenic acid is often seriously interfered with and atony of the bowel, and sometimes of the bladder, may ensue.
Prophylactically, 500 mg of Bepanthen is given intramuscularly immediately after operation and repeated at six-hourly intervals for the first twenty-four hours.
In the treatmentQfjilus,s.its.-use-!is -tontinuied up ftoforty-eight or seventy-two hours, -' and longer if necessary. In the .more severe cases it is combined with "drip and suction", but usually these latter measures are less frequently required, and the length of time they need be continued is considerably reduced.
No medical trip to the United States is complete without a visit to the National Institutes of Health Hospital, just outside Washington. It is made up of a number of institutes or centres which carry out research in all branches of medicine. The building has 500 private rooms and each room has a fully staffed and fully equipped laboratory on either side of it! Patients occupying them pay no hospital or medical fees, but agree to undergo any examination, tests or treatment that might be embarked on. Each patient has two doctors to himself, and these doctors, paid by the Government, devote their entire time to the investigation and treatment of the disease of that particular patient.
During my visit to the National Cancer Institute the most astounding research I saw was in the treatment of chorionic cancer and allied conditions, including hydatidiform mole, with the folic-acid antagonist methotrexate, by Dr. R. Hertz and his co-workers. Their treatment consists in the administration of methotrexate, usually intramuscularly but sometimes by a continuous intravenous drip, in daily doses of 10-30 mg for five days. The average period of time occupied by a given five-day course was twelve days (some patients became toxic, and the drug had to be omitted sometimes on alternate days); the average number of five-day courses per patient was 6; and the average total dose of methotrexate per patient was 620 mg.
The aim is to hit the disease hard with the first few courses, for whereas all tumours appear to be initially responsive, a few become methotrexateresistant. One great drawback to this therapy is that some patients may develop severe toxic reactions which include stomatitis, intestinal irritation, skin eruptions and depression of bonemarrow activity.
Response to treatment is assessed by (l) improvement in the patient's general condition,
(2) radiological evidence of diminution and ultimate disappearance of secondary depositscommonly in the lungs and bones, and (3) a fall to normal limits in the urinary excretion of chorionic gonadotrophic hormone. The results of this treatment are reported by Dr. Hertz (personal communication, 1960) as. follows: "We have now a total of 44 cases ..... in which 21Lare inltotal remission; 14 are dead after partial remission 'and recrudescence of disease, and the remainder still in, partial iemissioni Remissions have been as long as -fow'years. to. six months. Allbut one case showed initial response to he drug."
